OBJECTIVE: Trial of labor after cesarean section is considered relatively contraindicated for macrosomic fetuses. No recommendation exists concerning fetuses who are estimated large for gestational age ( 90 th percentile). The aim of this study was to evaluate obstetrical outcome of vaginal delivery after cesarean section in women with and without large estimation of fetal weight. STUDY DESIGN: A retrospective cohort study of all pregnant women admitted to a single tertiary care center between January 2012 to July 2017 for trial of vaginal birth after cesarean section. Inclusion criteria included singleton pregnancy, gestational age 37 and large estimation of fetal weight ( 90% percentile). Women with multiple gestation pregnancy, 2 cesarean section, non-vertex presentation, intrauterine fetal demise or maternal indication for cesarean section were excluded. Primary outcome was defined as the rate of successful vaginal delivery. RESULTS: Out of 34,897 women that gave birth in our center, 1949 (5.58%) met inclusion criteria, of them 78 (4%) women with large estimation of fetal weight (study group) and 1871(96%) controls. Women in the study group were older (35 vs. 33; p¼0.004), with higher Body Mass Index (30.9 vs.27.5; p¼0.001) and higher gravidity (4 vs. 3; p¼0.001) compared to the controls. The median glucose concentration of GCT performed during weeks 24-28 of gestation was 105 (IQR 89-127) vs.106 (IQR 91-121) mg/dl for the study group and controls, respectively (p¼0.97). Gestational diabetes was diagnosed in 12.5% of the women in the study group compared to 14.9% of the controls (p¼0.676). The median gestational week at delivery was 39.3 for both groups. The median fetal weight was higher in the study group as expected [3887g (IQR 3718-4073) vs. 3275g (IQR 2995-3545)]. 1506 (80.5%) of the women in the control group had successful vaginal delivery compared to 55(70.5%) women in the study group (p¼ 0.031), with no significant difference in the rate of 3 rd /4 th degree perineal tear, shoulder dystocia or need for blood transfusion. The rate of post-partum hemorrhage was significantly higher in the study group compared to controls (7.7% vs.1.7%; p¼0.001). Among women who delivered by cesarean section there was no difference in the rate of scar dehiscence or uterine rupture.
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CONCLUSION:
Trial of labor after cesarean section in the presence of estimated large fetus for gestational age can be considered taking in account a higher incidence of post-partum hemorrhage.
676 Glucose supplementation to reduce labor duration among induced women with unfavorable cervix: GLUCOSHORT study results
Camille Le Ray, Hélène Collinot, Jade Merrer, Aude Girault, François Goffinet Port Royal maternity, Assistance Publique des Hôpitaux de Paris, Paris, Ile de France, France OBJECTIVE: Previous publication show that glucose supplementation could reduce the labor duration in induced women with a favorable cervix. No study has assessed the impact of glucose supplementation among women with an unfavorable cervix induced using cervical ripening, who have, nonetheless, more frequent prolonged labor. The purpose of our study was to implement a protocol of glucose supplementation for induced women with an unfavorable cervix and to assess its impact on labor duration. STUDY DESIGN: The protocol implemented in November 2017, consisted on a glucose supplementation by 5% dextrose at 125 mL/h in adjunction with Ringer Lactate, for women with an unfavorable cervix induced using dinoprostone gel. All women with a singleton, term, cephalic fetus, between June 2017 and May 2018 were included (period A "before glucose protocol": 06/2017 to 10/2017 and period B "after glucose protocol" to 12/2017 to 05/2018) except for women with preeclampsia, diabetes and renal failure who did not receive the intervention. The primary outcome was duration between administration of dinoprostone gel and delivery. The secondary outcomes were the mode of delivery, the rate of postpartum hemorrhage and neonatal outcomes. These outcomes were compared between period A and B. For labor durations, Kaplan-Meier method was used to estimate the median time to delivery. RESULTS: One hundred and sixteen women were included in period A and 123 in period B. Characteristics of women and characteristics of induction were similar between the 2 periods. Median Bishop score at dinoprostone gel was 3, interquartile (IQ) (2-4) in the 2 periods (p¼ 0.462). The median duration between dinoprostone gel and delivery was not significantly different between the 2 periods (13.2 hours IQ(9.1-18.6) versus 13.6 hours IQ(9.3-18.3), p¼0.671).
The Kaplan-Meier analysis demonstrated that patients receiving glucose supplementation did not deliver faster than the women in period A (figure). The secondary outcomes were no significantly different between the two groups. CONCLUSION: Glucose supplementation administrated to women with an unfavorable cervix induced using dinoprostone gel does not seem to reduce labor duration. Maternal and neonatal outcomes were similar before and after implementation of the protocol.
677 Risk factors for non-reassuring fetal heart tracing among growth restricted fetuses undergoing labor induction OBJECTIVE: Growth restricted fetuses are at risk for non-reassuring fetal heart tracing (NRFHT) at the time of labor induction. We aimed to assess risk factors for NRFHT during labor induction among growth restricted fetuses. STUDY DESIGN: This was a retrospective cohort study of nonanomalous, singleton gestations delivered in a single tertiary referral center who met criteria for fetal growth restriction defined as an estimated fetal weight (EFW) less than 10 th percentile. Deliveries from January 2011 to December 2016 were included. Factors significantly associated with NRFHT were identified using univariate analyses (P < 0.1). Multivariable logistic regression analysis was used to determine which clinical characteristics, available at the time of admission, were most associated with NRFHT during labor induction. RESULTS: A total of 584 pregnancies with fetal growth restriction were available for analysis. We identified 117 (19.7%) pregnancies complicated by NRFHT. Significant risk factors for NRFHT were estimated fetal weight (EFW) less than 5 th percentile, abnormal umbilical artery Doppler studies (PI > 95 th percentile or absent / reversed end-diastolic flow), and gestational age at delivery (Table 1) . The strongest risk factors were estimated fetal weight less than 5 th percentile and abnormal umbilical artery Doppler studies. In contrast, maternal age and initial method of labor induction were not associated with increased risk for NRFHT. If these risk factors were used to develop a prediction model, the area under the receiveroperator curve (AUC) will be 0.71 (95% confidence interval, 0.65-0.76). The model will have a sensitivity of 14.91%, specificity of 97.02%. CONCLUSION: We identified several significant risk factors for NRFHT among growth restricted fetuses undergoing induction of labor.
Clinicians may use these risk factors to guide patient counseling and to help anticipate the potential need for operative delivery or additional neonatal support at the time of birth.
678 The influence of ethnicity on rates of obstetric anal sphincter injury OBJECTIVE: Obstetric anal sphincter injuries (OASIS) are a leading cause of anal incontinence and a significant source of medico-legal claims, especially in cases where there is failure to recognize and/or adequately repair the defect. Identification of prenatal risk factors may reduce the incidence and increase recognition in higher risk groups. Risk factors such as high birthweight and instrumental delivery are well established; less is known regarding the risk in ethnic subgroups. The objective of this study was to examine the association between ethnicity and rates of OASIS. STUDY DESIGN: All nulliparous term (37 weeks) singleton liveborn deliveries over a 6 year period at a large tertiary referral centre were included. Baseline demographic and delivery details were recorded on an anonymized computerized database, these data are subject to continuous audit. Rates of OASIS were compared between various ethnic subgroups, including Caucasian, Asian, South Asian (including Indian and Pakistani), Chinese and African populations. Unpaired t-tests were used to compare continuous data and chisquare tests to compare categorical data. Multiple logistic regression was used to calculate adjusted odds ratios. RESULTS: In total there were 22,991 singleton nulliparous term deliveries during the study of whom 17,697(77%) had a vaginal delivery and were included in analysis. Ethnicity data was available for 12,361(70%). Data on OASIS were recorded for all women including those where ethnicity data were not available to exclude ascertainment bias. The overall incidence of OASIS was 2.9%. A breakdown of the incidence of OASIS is included in Table 1 . In Caucasian women the incidence of OASIS was 3%(331/11153). Mode of delivery, birthweight and ethnicity were all associated with the development of OASIS; no association with BMI was observed. The highest incidence of OASIS was observed in the South Asian cohort with an incidence of 8.1% [(14/172) , p<0.001, OR 2.9, 95%CI 1.65-5.1]; this remained significant following adjustment for significant cofounders.
